Improving NCD management in these patient populations will be challenging. Without government-subsidized health care, families and patients can spend considerable portions of income on NCD management. 6 In our population, only half of the patients with diabetes were receiving therapy before admission. Downstream consequences of NCDs, including amputation, further impair a family's or individual's ability to cover cost of medical care as income from potentially employable individuals is lost. 6 Addressing the rapid increase of NCDs in SSA is critical now and represents an opportunity for collaboration among surgeons, physicians, and public health professionals. Study limitations include the retrospective design and incomplete capture of all amputations performed.
Evaluation of Reasons Why Surgical Residents Exceeded 2011 Duty Hour Requirements When Offered Flexibility: A FIRST Trial Analysis
On July 1, 2017, the Accreditation Council for Graduate Medical Education instituted duty hour requirement flexibility by waiving the limits on daily shift lengths while maintaining the 80-hour-per-week cap.
1 Of importance, residents can stay only after a 24-hour call if it is their choice to stay longer. Our objectives were to understand how often and why residents in the flexible arm of the Flexibility in Duty Hour Requirement for Surgical Trainees (FIRST) trial (ClinicalTrials.gov identifier NCT02050789) were exceeding duty hour requirements and to determine whether their decision to stay longer was voluntary or attributable to coercion by attending surgeons or senior residents.
Methods | The initial trial protocol was reviewed by the Northwestern University institutional review board, which determined the study to be nonhuman subjects research. CI, 3.32-6.03; PGY 3: OR, 1.43; 95% CI, 1.14-1.81) were more likely to report exceeding the duty hour requirements. However, no significant resident or program characteristics were associated with coercion by attending surgeons and senior residents to exceed the duty hour requirements ( Table 2) .
Discussion | This analysis examined the possibility that coercion was a factor in exceeding duty hour limits. We found that 78.1% of residents stayed longer voluntarily, whereas only 7.4% reported feeling coerced to work past duty hour limits. Our study has some limitations. First, the survey data were self-reported and may have included some element of recall bias; however, the survey questions were framed to reflect only the most recent 6 months of training. Second, response bias to some survey questions is possible. However, the survey was anonymous and residents seemed to have answered honestly on this survey previously 3 (ie, reported both positive and negative impact of flexible duty hours). When duty hour flexibility was used in the flexible arm of the FIRST trial, it was generally attributable to the residents choosing to stay voluntarily; however, some coercion by attending surgeons and senior residents was reported. As duty hour requirements move into an era of flexibility, programs should ensure that residents are staying for clinical and educational purposes of their own accord and are not being coerced to exceed duty hour requirements. 
Association of Long-term Anastomotic Ulceration After Roux-en-Y Gastric Bypass With Tobacco Smoking
Bariatric surgery is the most effective treatment for obesity, leading to long-term weight loss, improvements in quality of life, and reduction of obesity-associated comorbidities.
1 However, long-term complications are reported. Importantly, concerns about such complications represent a considerable barrier for eligible patients considering surgery. 2 A common long-term postoperative complic ation for the Roux-en-Y gastric bypass (RYGB) procedure is anastomotic ulceration (AU). Although AU after RYGB is a well-recognized adverse event, its documented incidence varies widely. 3 Additionally, tobacco-smoking has been implicated in the pathogenesis of AU. 4 The aim of this study was to describe the epidemiology of AU after RYGB and measure the association of tobacco smoking with long-term AU incidence. Patients who developed AU were compared with patients without AU on measures of demographics and comorbidities present at the time of the initial RYGB procedure. Possible prognostic factors were selected according to the variable importance ranking from 5 cross-validation processes that were repeated 10-fold using logistic regression models to prospectively identify odds of AU. The cumulative incidence is reported with corresponding 95% CIs. The association of tobacco smoking and AU diagnosis was examined through a multivariable Cox proportion hazard model after adjusting for age, sex, and the remaining a P values were based on multivariable Cox proportional hazard models.
Methods |

